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Abstract
Background: The relationship between Tei Index (TI) and left ventricular (LV) geometric patterns has not been
previously well described. The present study therefore set out to describe the nature of this relationship if any, and
to also assess whether a relationship exists between the geometric patterns and LV ejection fraction (LVEF) so as to
establish a basis for comparison.
Methods: The study was carried out in the echocardiography laboratory of Aminu Kano Teaching Hospital (AKTH)
in Kano, North-Western Nigeria. The study was cross-sectional in design. Hypertensive subjects referred for
echocardiography to AKTH were serially recruited from October 2008 to September 2009. TI was defined as the
sum of isovolumic contraction and relaxation times divided by the ejection time, and values of LV TI < 0.40 were
considered normal, while higher values were considered abnormal. Four patterns of LV geometry (normal,
concentric remodelling, concentric LV hypertrophy and eccentric LV hypertrophy) were determined from the LV
mass index and LV relative wall thickness as previously described. Binary logistic regression models and Pearson’s
Correlation (r) Coefficient were used to analyse the associations between TI or LVEF and a number of variables.
Results: A total of 142 subjects were recruited into the study. The prevalence of abnormal TI (26.8%; 38 persons) in
the total population was lower than that of reduced LV ejection fraction (< 50%) (38.0%; 54 persons) (p = 0.335).
There was no association between any LV geometric pattern and abnormal TI. However, there was significant
relationship between the geometric patterns and low LVEF (< 50%); tested in a binary logistic regression model.
HR was a significant predictor of TI with regression coefficient of -0.218, 95% confidence interval (CI) of -0.005 - <
-0.001 and p-value of 0.011. Similarly, HR was the only variable that significantly predicted abnormal TI in a binary
logistic regression model with an odds ratio of 1.058 (95% CI = 1.002-1.118; p = 0.044), and also the only variable
that correlated with TI significantly (r = -0.212; p-value = 0.014).
Conclusion: This study has found that LV geometric patterns and LVEF were not associated with TI in
hypertensives, but there was strong association between LV geometric patterns and LVEF. TI was found to be
dependent on HR.
Background
Myocardial Performance Index or Tei Index (TI) was
first described by Tei and Colleagues in 1995 as a “sim-
ple and reproducible Doppler index of combined systolic
and diastolic myocardial performance in patients with
primary myocardial systolic dysfunction” [1]. TI has
since been studied in several other cardiac disorders
including systemic hypertension, heart failure of various
aetiologies and acute myocardial infarction, and found
to predict both worsened morbidity and mortality [2,3].
TI is defined as the sum of isovolumic contraction and
relaxation times divided by the ejection time, and calcu-
lated as shown in Figure 1. In systemic hypertension,
there are conflicting reports on the type of association
between TI, left ventricular (LV) morphology and hyper-
trophy (LVH) [4,5]. The present study therefore set out
to describe the nature of this relationship if any, and to
also assess whether a relationship exists between the
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as to establish a basis for comparison.
Methods
The study was carried out in the echocardiography
laboratory of Aminu Kano Teaching Hospital (AKTH)
in Kano, North-Western Nigeria.
The Research Ethics Committee of the Hospital
reviewed and approved the study protocol, which con-
formed to the ethical guidelines of the Declaration of
Helsinki, on the principles for medical research invol-
ving human subjects [6]. The study was cross-sectional
in design. Hypertensive subjects referred for echocardio-
graphy to AKTH were serially recruited from October
2008 to September 2009, after obtaining informed con-
sent. Minimum sample size was estimated using a vali-
dated formula,[7] applying a prevalence of hypertensive
heart disease (HHD) in Kano of 56.7% (among patients
referred for echocardiography),[8] and a sample error of
10%.
All the recruited subjects were hypertensive in sinus
rhythm and on treatment, whether or not blood pres-
sure (BP) was controlled. Subjects with other conditions
that could cause LVH or myocardial diseases were
excluded, such as ischemic heart disease (IHD), valvular
heart disease and cor-pulmonale. IHD was excluded if
all of the following were absent: history of angina or
IHD, electrocardiographic changes suggestive of myocar-
dial infarction, and regional wall motion abnormalities
on echocardiography.
Transthoracic echocardiography was performed by the
author and Colleagues using Aloka Cardiac Ultrasound
System (model SSD 4000 PHD), and the procedures
were carried out according to standard guidelines [9].
Left ventricular ejection fraction (LVEF) was calculated
using Teicholz’s M-mode formula while LV mass index
(LVMI) was calculated using Devereux’s formula [10,11].
In adults, values of LV TI < 0.40 were considered nor-
mal, while higher values were considered abnormal, as
they were found to correspond to worse pathological
states, and to overall cardiac dysfunction [3].
The four patterns of LV geometry were classified and
defined as: normal geometry (normal LV relative wall
thickness (RWT) and LVMI); concentric remodelling
(increased LV RWT with normal LVMI); concentric
LVH (increased LV RWT and LVMI); and eccentric
LVH (normal LV RWT with increased LVMI). RWT
was calculated as: RWT = 2(LV posterior wall thickness
at end-diastole)/LV end-diastolic dimension [12].
Increased LVMI was defined as values > 125 g/m
2 for
all subjects [12].
Data were analysed with SPSS version 16.0. Means
and standard deviations were computed and presented
for quantitative variables. Student’s t-test, Fisher’se x a c t
and Chi square (c
2) tests were used for comparison
between groups as appropriate. Binary logistic regression
models, and Pearson’s Correlation (r) Coefficient, were
used to analyse the associations between TI or LVEF
and a number of variables. A p-value < 0.05 was
regarded as significant.
Results
A total of 142 subjects were recruited into the study,
and the results presented in Tables 1, 2 and 3 respec-
tively. The mean age for all patients was 56.89 ± 6.90
years, mean TI was 0.311 ± 0.219, while their mean
LVEF was 53.61 ± 19.20%. The prevalence of abnormal
TI (26.8%; 38 persons) in the total population of 142
persons was lower than that of reduced LV ejection
fraction (< 50%) (38.0%; 54 persons), but the difference
was not statistically significant (p = 0.335). LV end-dia-
stolic dimension (LVEDD) and heart rate (HR) were the
only variables found to be significantly different between
subjects with normal and those with abnormal TI. In a
univariate analysis, HR was the only variable that was
significantly associated with TI with the following statis-
t i c s :B=- 0 . 0 0 2 ;s t a n d a r d i s e d regression coefficient =
-0.212; 95% confidence interval (CI) = -0.004 - < 0.0001;
p = 0.014. When HR and LVEDD were tested in a
Figure 1 How to calculate Tei Index. TI is defined by the
equation (’a’-’b’)/’b’, where ‘a’ represents the interval between
cessation and onset of mitral inflow, and ‘b’ represents the ejection
time (ET) of the left ventricular outflow. Isovolumic relaxation time
(IRT) is measured by subtracting ‘d’, the interval from the peak of
the R wave on the ECG to the end of ejection time, from the
interval ‘c’ between the R wave and the onset of mitral inflow.
Isovolumic contraction time (ICT) is obtained by subtracting IRT
from ‘a’-’b’.
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cant predictor of TI with regression coefficient of
-0.218, 95% CI of -0.005 - < -0.001 and p-value of 0.011.
Similarly, HR was the only variable that significantly
predicted abnormal TI in a binary logistic regression
model with an odds ratio (OR) of 1.058 (95% CI =
1.002-1.118; p = 0.044), and also the only variable that
correlated with TI significantly (correlation coefficient
(r) = -0.212; p-value = 0.014). There was no relationship
between TI and indices of LV diastolic dysfunction.
The result also showed that there was no association
between any LV geometric pattern and abnormal TI.
There was also no relationship between LVH (eccentric
LVH + concentric LVH) and abnormal TI (OR = 1.743;
CI = 0.774-4.128; p = 0.254). This result contrasts signif-
icantly with the relationship between the geometric pat-
terns and reduced LVEF (< 50%); tested in a binary
logistic regression model and shown in Table 3. Further
analysis showed that HR was higher in subjects with
LVEF < 50% (97.98 ± 19.77/min) as compared with
those who had LVEF≥50% (88.55 ± 16.20/min) (p =
0.004). In a univariate regression analysis, assessing the
relationship between LVEF and HR, the regression coef-
ficient was -0.253, CI -0.440 to -0.089 and p-value was
significant at 0.003. LVEF also correlated negatively with
HR (r = -0.253; p = 0.003) and positively with systolic
blood pressure (SBP) (r = +0.240; p = 0.005), but not
with diastolic BP (DBP) (r = +0.108; p = 0.218).
Subjects with normal and increased TI were on similar
antihypertensive drugs, including angiotensin converting
enzyme inhibitors, angiotensin II receptor blockers,
beta-adrenoceptor blockers, calcium channel blockers
and thiazide diuretics. The mean systolic BP for all
patients was 155.22 ± 29.83 mmHg, while their mean
diastolic BP was 94.74 ± 20.13 mmHg.
Discussion
This study has found that LV geometric patterns as
defined by Ganau et al [12], LVH and LVEF were not
associated with TI in hypertensives, but there were
strong relationships between all LV geometric patterns
and LVEF. The lack of relationship between TI and LV
morphology could be related to how it is obtained; it is
calculated from time intervals and not dimensions as
shown in Figure 1. In contrast, the Teicholz’s formula is
calculated from LV dimensions and assumes that the
LV is ellipsoid in morphology; a possible explanation for
its relationship with LV geometry [10]. The results also
showed that the prevalence of abnormal TI in the pre-
sent study tended to be lower than that of low LVEF,
though the differences were not statistically significant.
When compared with LVEF estimation using radionu-
clide angiography, the Teicholz’s formula was found to
overestimate LVEF by 10% in the presence of LVH [13].
The present study therefore lends support to the finding
that estimated LVEF using Teicholz’sf o r m u l ac o u l db e
Table 1 Baseline characteristics of subjects
Variables Normal Tei Index
N = 104
Increased Tei Index
N=3 8
p-value
Tei Index 0.203 ± 0.102 0.605 ± 0.177 < 0.001*
Age(years) 58.04 ± 16.56 53.76 ± 17.63 0.183
M:F ratio 47:57 20:18 0.454
SBP(mmHg) 155.07 ± 29.80 155.61 ± 30.35 0.927
DBP(mmHg) 94.08 ± 20.36 96.50 ± 19.66 0.540
HR/min 94.05 ± 18.88 86.12 ± 16.50 0.031*
Diabetes Mellitus 11(10.6) 2(5.3) 0.514
NYHA 2.30 ± 1.14 2.03 ± 1.23 0.209
P/Oedema 36(34.6) 11(29.0) 0.554
LA(mm) 39.47 ± 7.78 38.76 ± 6.77 0.621
LVEDD(mm) 52.06 ± 10.20 56.39 ± 14.01 0.045*
LVEF% 54.95 ± 19.07 49.95 ± 19.34 0.170
LVEF < 50% 37(35.6) 17(44.7) 0.335
E:A ratio 1.35 ± 1.14 1.46 ± 1.39 0.707
E:e’ ratio 4.08 ± 2.08 4.58 ± 2.22 0.309
Key: M:F, Male:Female; SBP and DBP, systolic and diastolic blood pressures
respectively; NYHA, New York Heart Association classification of heart failure
symptoms; p/oedema, peripheral oedema; LA, Left Atrium; LVEDD, LV end-
diastolic dimension; LVEF, left ventricular ejection fraction; MV, mitral valve; E:
A, ratio of early to late peak filling velocities; e’, early diastolic mitral annular
velocity; *, p-value statistically significant. All values were expressed as means
± standard deviations, or as numbers with percentages in parentheses.
Table 2 Association between Tei Index and LV geometric patterns.
LV geometry Normal TI
N = 104
Increased TI
N=3 8
OR 95% CI p-value
Eccentric LVH 35(33.7) 19(50) 0.614 0.209-1.807 0.076
Concentric LVH 29(27.9) 9(23.7) 1.074 0.327-3.526 0.617
Concentric LV remodelling 22(21.2) 4(10.5) 1.833 0.448-7.511 0.147
Normal LV geometry 18(17.3) 6(15.8) 0.897 0.302-2.412 0.831
Key: Some of the values were expressed as numbers with percentages in parentheses.
Table 3 Association between LVEF < 50% and LV
geometric patterns.
LV geometry OR 95% CI p-value
Eccentric LVH 10.46 4.781-23.870 < 0.001
Concentric LVH 0.409 0.168-0.936 0.033
Concentric LV remodelling 0.378 0.130-0.089 0.046
Normal LV geometry 0.054 0.003-0.305 < 0.001
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[13,14]. Despite the comments above, subjects with
abnormal TI correspondingly had higher prevalence of
reduced LVEF and lower mean LVEF, as compared with
those who had normal TI, although p-values were not
statistically significant. The tendency for these indices to
agree is important given that both are widely used to
assess a similar outcome, which is ventricular perfor-
mance or function.
We also found that TI was dependent on HR, which
does not agree with some earlier reports that suggested
that TI is independent of HR [1]. That TI is dependent
on HR is conceivable given that numerous studies have
shown that systolic and diastolic time intervals are clo-
sely linked to systolic and diastolic left ventricular per-
formance [3]. Masugata et al similarly reported that HR
was the only clinical parameter that correlated with TI
in a study on hypertensive patients (r = +0.164, p <
0.05) [5]. In contrast, we observed that TI correlated
negatively and significantly with HR (r = -0212; p =
0.014), which explains why HR was significantly higher
in subjects with lower TI. This observation could not
have been due to the effect of use of beta-blockers or
digoxin, because the pattern of prescriptions was similar
between the 2 compared groups. To strengthen the
argument that this is an inherent characteristic and not
due to haemodynamics, blood pressures and mean
NYHA in the 2 groups were not significantly different.
However, LVEF correlated negatively with HR (r =
-0.253; p = 0.003) and positively with SBP (r = +0.240; p
= 0.005), suggesting that their relationship is dependent
on haemodynamics. Large prospective studies are
needed to explore these relationships further.
A cross-sectional study carried out in Osogbo, south-
western Nigeria, has just been published [4]. The main
aim of the study was to describe the relationship
between LV geometry and TI in 164 hypertensive
patients. The subjects were similar to those in the pre-
sent study in terms of their mean age (56.6 ± 12.5
years), male:female ratio (1.1:1) and mean blood pres-
sures (147.9 ± 24.0/89.9 ± 11.7 mmHg). However the
result for HR of the subjects was not presented, hence
the relationship between TI and HR was not assessed.
The results of this study contradict with ours in several
respects. Firstly, the most prevalent LV geometric pat-
tern was concentric LVH (41.4%) while eccentric LVH
was the most prevalent geometric pattern (38.0%) in our
study. Secondly, the authors reported that LVEF, LV
shortening fraction (LVSF) and MV E:A ratio were inde-
pendent predictors of TI, while LV internal dimension
at end-systole, LVEF, LVSF and MV E:A ratio all corre-
lated significantly with TI. However, they reported that
there was no relationship between TI and LV geometry,
in agreement with our result. In a different study,
Masugata et al reported that LVEF and LVMI were not
associated with TI, while Yilmaz et al reported that TI
was associated with indices for LV geometry (LV mass
index and RWT) [5,15].
From the foregoing therefore, it could be said that
there are conflicting reports on the relationship between
TI and clinical and echocardiographic variables. To sort
out these conflicts, large prospective studies are needed
which should also assess the impact of TI on all-cause
and cardiovascular mortality.
Aside from the estimation of TI, tissue Doppler ima-
ging has several other clinically-applicable roles. These
include assessment of ventricular diastolic dysfunction
even in the presence of atrial fibrillation, diagnosis of
acute myocardial ischemia, ventricular long-axis systolic
function, and more recently in assessing mechanical
ventricular dyssynchrony [16-19].
The limitations of the present study include those
inherent to the TI,[3] such as the lack of ability of TI to
distinguish between grades of severity of diastolic dys-
function, its partial dependence on preload, and lack of
evidence in its support in large scale epidemiologic stu-
dies. Still it is easy to obtain and is reproducible without
significant inter-observer variability, and gives informa-
tion on global ventricular myocardial performance.
Another limitation is the use of Teicholz’s formula to
estimate LVEF, which also has the inherent tendency to
over-estimate it in the presence of abnormal LV geome-
try. To minimise this inaccuracy of the Teichholz’sf o r -
mula, subjects with regional wall motion abnormality
were excluded from the present study. The formulae
that estimate LV mass using measurements obtained
from 2D-guided M-mode echocardiography have several
limitations, including sub-optimal accuracy in the pre-
sence of abnormal LV geometry, large inter-observer
variability and poor inter-study reproducibility [20]. To
minimise this, 87% of the echocardiograms were carried
out by the author (KMK), while the remaining 13% were
carried out by my colleagues (SM and NS) largely under
my supervision. My intra-observer variability is about
4.3%, but we are in the process of estimating the inter-
observer variability for our echocardiography laboratory.
Conclusion
This study has found that LV geometric patterns, LVH
and LVEF were not associated with TI in hypertensives,
but there were strong relationships between all LV geo-
metric patterns and LVEF. The lack or existence of a
relationship between TI or LVEF respectively, and LV
morphology, could possibly be related to whether or not
they depend on LV dimensions in their determination.
In addition, the study found that TI was dependent on
HR, in agreement with some earlier reports. The results
of the present study have further clarified the
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mance (TI) and LV geometric patterns, as well as their
relationships with LVEF.
Acknowledgements
I wish to acknowledge the contributions of Drs Sunusi Mohammed and
Naziru Shehu during the data collection of this manuscript, both previously
of the Department of Medicine, AKTH, Kano, Nigeria.
Authors’ contributions
The author (KMK) conceived and carried out the study, analysed data, and
wrote and approved the manuscript.
Competing interests
The author declares that they have no competing interests.
Received: 26 June 2011 Accepted: 28 July 2011 Published: 28 July 2011
References
1. Tei C, Ling LH, Hodge DO, Bailey KR, Oh JK, Rodeheffer RJ, Tajik AJ,
Seward JB: New index of combined systolic and diastolic myocardial
performance: a simple and reproducible measure of cardiac function - a
study in normals and dilated cardiomyopathy. J Cardiol 1995,
26(6):357-66.
2. Bruch C, Schmermund A, Marin D, Katz M, Bartel T, Schaar J, Erbel R: Tei-
Index in patients with mild-to-moderate congestive heart failure. Eur
Heart J 2000, 21:1888-1895.
3. Karatzis EN, Giannakopoulou AT, Papadakis JE, Karazachos AV, Nearchou NS:
Myocardial Performance Index (Tei Index): Evaluating its Application to
Myocardial Infarction. Hellenic J Cardiol 2009, 50:60-65.
4. Akintunde AA, Akinwusi PO, Opadijo GO: Relationship between Tei index
of myocardial performance and left ventricular geometry in Nigerians
with systemic hypertension. Cardiovasc J Afr 2011, 22(3):124-127.
5. Masugata H, Senda S, Goda F, Yamagami A, Okuyama H, Kohno T,
Hosomi N, Yukiiri K, Noma T, Murao K, Nishiyama A, Kohno M: Independent
determinants of the Tei Index in hypertensive patients with preserved
left ventricular systolic function. Int Heart J 2009, 50:331-340.
6. World Medical Association Declaration of Helsinki, Ethical Principles for
Medical Research Involving Human Subjects. J Postgrad Med 2002,
48:206-208.
7. Lwanga SK, Lemeshow S: Sample size determination in health studies: a
practical manual. Geneva, WHO 1991, 15.
8. Karaye KM, Sani MU: The Impact of Income on the Echocardiographic
Pattern of Heart Diseases in Kano, Nigeria. Niger J Med 2008,
17(3):350-355.
9. Sahn DJ, DeMaria A, Kisslo J, Weyman A: The Committee on M-mode
standardisation of the American Society of Echocardiography.
Recommendations regarding quantitation in M-mode echocardiography:
results of a survey of echocardiographic measurements. Circulation 1978,
58:1072-1083.
10. Teichholz LE, Kreulen T, Herman MV, Gorlin R: Problems in
echocardiographic volume determinations: echocardiographic-
angiographic correlations in the presence of absence of asynergy. Am J
Cardiol 1976, 37(1):7-11.
11. Devereux RB, Alonso DR, Lutas EM, Gottlieb GJ, Campo E, Sachs I,
Reichek N: Echocardiographic assessment of left ventricular hypertrophy:
comparison to necropsy findings. Am J Cardiol 1986, 57:450-458.
12. Ganau A, Devereux RB, Roman MJ, de Simone G, Pickering TG, Saba PS,
Vargiu P, Simongini I, Laragh JH: Patterns of left ventricular hypertrophy
and geometric remodelling in essential hypertension. J Am Coll Cardiol
1992, 19:1550-1558.
13. Wandt B, Bojö L, Tolagen K, Wranne B: Echocardiographic assessment of
ejection fraction in left ventricular hypertrophy. Heart 1999, 82:192-198.
14. Kuroda T, Seward J, Rumberger J, Yanagi H, Tajik A: LV volume and mass:
comparative study of two-dimensional echocardiography and ultrafast
computed tomography. Echocardiography 1994, 11:1-9.
15. Yilmaz R, Seydaliyeva T, Unlü D, Uluçay A: The effect of left ventricular
geometry on myocardial performance index in hypertensive patients.
Anadolu Kardiyol Derg 2004, 4(3):217-222.
16. Paulus WJ, Tschöpe C, Sanderson JE, Rusconi C, Flachskampf FA,
Rademakers FE, Marino P, Smiseth OA, De Keulenaer G, Leite-Moreira AF,
Borbély A, Edes I, Handoko ML, Heymans S, Pezzali N, Pieske B, Dickstein K,
Fraser AG, Brutsaert DL: How to diagnose diastolic heart failure: a
consensus statement on the diagnosis of heart failure with normal left
ventricular ejection fraction by the Heart Failure and Echocardiography
Associations of the European Society of Cardiology. Eur Heart J 2007,
28:2539-2550.
17. Derumeaux G, Ovize M, Loufoua J, André-Fouet X, Minaire Y, Cribier A,
Letac B: Doppler tissue imaging quantitates regional wall motion during
ischemia and reperfusion. Circulation 1998, 97:1970-1977.
18. Gulati VK, Katz WE, Follansbee WP, Gorcsan J: Mitral annular descent
velocity by tissue Doppler echocardiography as an index of global left
ventricular function. Am J Cardiol 1996, 77:979-984.
19. Gorcsan J, Abraham T, Agler DA, Bax JJ, Derumeaux G, Grimm RA, Martin R,
Steinberg JS, Sutton MS, Yu CM: American Society of Echocardiography
Dyssynchrony Writing Group: Echocardiography for cardiac
resynchronization therapy: recommendations for performance and
reporting - a report from the American Society of Echocardiography
Dyssynchrony Writing Group endorsed by the Heart Rhythm Society. J
Am Soc Echocardiogr 2008, 21:191-213.
20. Galderisi M, Henein MY, D’hooge J, Sicari R, Badano LP, Zamorano JL,
Roelandt JRTC, on behalf of the European Association of Echocardiography:
Recommendations of the European Association of Echocardiography
how to use echo-Doppler in clinical trials: different modalities for
different purposes. Eur J Echocardiogr 2011, 12:339-353.
doi:10.1186/1476-7120-9-21
Cite this article as: Karaye: Relationship between tei index and left
ventricular geometric patterns in a hypertensive population: a cross-
sectional study. Cardiovascular Ultrasound 2011 9:21.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Karaye Cardiovascular Ultrasound 2011, 9:21
http://www.cardiovascularultrasound.com/content/9/1/21
Page 5 of 5